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Due to its varying and often mimicking appearance, sarcoidosis is considered one of the great imitators 
in medicine.
A rare form of pulmonary sarcoidosis, the nodular form, can be mistaken for disseminated malignancy.
We present the case of 38-year-old patient, whose chest x ray demonstrated a large number of pulmo-
nary nodules, more than 1 cm in diameter, predominantly in a peripheral distribution, with bilaterally 
enlarged hila, thus making disseminated malignant disease a part of di%erential diagnosis.
&e sight of multiple lung nodules can be very suggestive for metastatic disease and misleading in every-
day clinical practice.
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Zbog svoje raznolike prezentacije i brojnih sli"nosti s drugim bolestima, sarkoidoza je znana kao 
veliki imitator u medicini. Jedan od oblika sarkoidoze, nodularna plu!na sarkoidoza, lako se mo$e 
zamijeniti s malignom diseminiranom bole;!u. Prikazujemo slu"aj 38-godi;njeg pacijenta, "iji je 
torakalni rendgenogram pokazao ve!i broj periferno smje;tenih plu!nih nodusa promjera ve!ih od 1 
cm uz obostrano uve!ane hiluse. Takav nalaz upu!ivao je na diseminiranu malign bolest kao jednu od 
diferencijalnih dijagnoza. Cilj ovog prikaza slu"aja je podsjetiti kolege na nodularnu plu!nu sarkoido-
zu kao jednu od mogu!ih dijagnoza u slu"aju ovako sugestivnih nalaza kod pacijenata bez ranije 
poznate maligne bolesti.
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,ЈЎЌЉϾЏϽЎЃЉЈ
Sarcoidosis is an idiopathic granulomatous disease which a%ects 
younger adults of all races, more commonly females, and those 
from northern Europe and Africa and the estimates of its preva-
lence in Europe ranges from 1 to 64 per 100 000 persons1
A considerable number of di%erent organs and organ systems 
may be involved, the lungs being on the top of the list with 
90% of the cases.
Diagnosis of sarcoidosis requires 3 elements: (a) radiographic 
and clinical <ndings consistent with sarcoidosis, (b) exclusion 
of diseases that present similarly, and (c) biopsy of the most 
accessible lesion, demonstrating noncaseating granulomas on 
histopathology2.
When it comes to imaging, pulmonary sarcoidosis is best recog-
nized for its typical presentation of mediastinal lymphadenopa-
thy, occurring in 95% of the patients.3
Atypical radiographic presentation of pulmonary sarcoidosis 
varies, however, from alveolar opacities in alveolar sarcoidosis to 
distinct lung nodules in nodular form.1
&e nodular form is the rarest form of pulmonary sarcoidosis 
and has an estimated prevalence of 2,4-4 %4,5. In most patients 
with nodular pulmonary sarcoidosis (NPS), radiographic imag-
ing shows bilateral nodules measuring 1-7 cm in diameter and 
mediastinal lymphadenopathy4,5,6. However, NPS can display a 
whole array of other radiographic features apart from the above 
mentioned, such as pleural e%usion, solitary mass, air broncho-
gram, cavitation, and pleural based masses. Knowing the radio-
graphic appearance of NPS is important, since this may well be 
the only sign of the disease, as extrapulmonary involvement is 
not always present.7,8
One should also keep in mind that the NPS is not the only be-
nign condition which can mimic metastasis of the lung. Various 
other benign diseases can present as multiple lung nodules as 
well, including infections, other granulomatous diseases and 
A-V malformations, amongst others9.
&ϻЍϿЌϿЊЉЌЎ
A 38-year-old male Caucasian presented to his GP with two 
erythematous macules of the forehead which erupted suddenly 3 
months ago. He has a 20 pack-year history of cigarette smoking 
and an inconspicuous family history. He underwent tonsillec-
tomy in the childhood and nasal septum operation 7 years ago. 
He has been su%ering from asthma for 8 years, and is treated 
with Seretide Diskus 50 mcg/100mcg- 1 breath as needed, with 
poor therapy compliance.
At the time of his visit to GP he reported no di=culties with 
breathing, no cough, no fever, and routine blood tests were 
within normal ranges.
He was referred to a dermatologist who scheduled him for a 
skin biopsy of the lesions on the forehead. 
Subsequent skin biopsy report described noncaseating granu-
lomas and the dermatologist advised a chest x ray suspecting 
sarcoidosis. 
Chest x ray (Figure 1) demonstrated a large number of pul-
monary nodules, more than 1 cm in diameter, predominantly 
in peripheral distribution with bilateral enlarged hila, and the 
radiology report included lung metastases with hilar adenopathy 
in the di%erential diagnosis. 
Considering the described bihilar lymphadenopathy pulmonol-
ogist insisted on skin and lung sarcoidosis as primary diagnosis 
and ordered additional laboratory and lung function tests. &e 
test results were all within the reference values: RBC=5.17[x-
1012/L], Hb=149 [g/L], HCT=0.439 [L/L], MCV=84.9 
[fL], MCH=28.8 [pg], MCHC=339 [g/L], RDW=13.0 
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Figure 1. Chest X-ray shows large number of pul-
monary nodules (black arrows), more than 1 cm in 
diameter, predominantly in peripheral distribution 
with bilateral enlarged hili (white arrows). 
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[%], R-Ebl#=0.0 [x109/L], R-Ebl%=0 [/100 Lkc], TLC=5.0 
[x109/L], EOS%=7.3, [%], BASO%=0.8 [%], NE%=61.4 [%], 
LYM%=17.6 [%], MONO%=12.9 [%], EOS#=0.37[x109/L], 
BASO#=0.04 [x109/L], ANC=3.07 [x109/L], LYM#=0.88 
[x109/L], MONO#=0.65 [x109/L], PLT=219 [x109/L], 
MPV=10.7 [fL], GLU=4.3 [mmol/L], T-Bil=12 [umol/L], 
Urea=7.5 [mmol/L], CR=127 [umol/L], ALP=86 [U/L], 
ALT=28 [U/L], GGT=19 [U/L], LDH=225 [U/L], Ca=2.28 
[mmol/L], P04=0.87 [mmol/L], CRP=1.9 [mg/L], GF-
CKD=62 [mL/min/1,73m2], ACE=71 [U/L], Ca-portion=6.64 
[mmol/L], Pportion=47.15 [mmol/L]; Urine Sp. Weight=1.027 
<LH->1)-LD/JUSJUFT1SPU(-$/03.
Ketones=0, UBG=NORM, BIL=0, Blood=0, Erc=0-2, Lkc=0-2, 
5SBOTJUJPOBMFQJUIFMJVNDFMMT.VDVT)ZBMJOFDZMJO-
ders=2-4
&e results of ensuing lung function tests were also within nor-
mal range: FVC 100 % (5,46 L), FEV1 98% (4,39 L), Ti%. 0,8, 
MEF 50 90%; DLCO 87% , Kco 102%, VA 87%. 
Additional CT scan of the thorax (Figure 2) demonstrated mul-
tiple, well de<ned lung nodules up to 1,2 cm in diameter, again 
predominantly in a peripheral distribution with bilateral hilar 
and mediastinal lymphadenopathy. In all lung lobes no micro-
nodules were detected in perilymphatic distribution. Clearly 
de<ned nodules were interpreted as granulomas consistent with 
nodular form of lung sarcoidosis.
&e pumonologist con<rmed the diagnosis and decided there 
was no need for bronchoscopy with bronchoalveolar lavage as 
well as mediastinal biopsy. 
&e patient started to experience pains in joints, which led the 
pumonologist to prescribe 30 mg of prednisone and replaced 
Seretide with Symbicort for asthma. 
&e pain in the joints ceased after few days and control x ray 
preformed after 4 months revealed the reduction of number 
and size of bilateral nodules and discrete reduction of bihilar 
lymphadenopathy. 
'ЃЍϽЏЍЍЃЉЈ
True pulmonary metastases that spread from primary solid or-
gan tumors may vary in size and location, often favouring lung 
bases and the subpleural space. Although generally well de<ned, 
their borders can also be ill de<ned, and they can contain cavita-
tions caused by bleeding and necrosis9. 
Sarcoidosis is a systemic granulomatous disease, which, like the 
rest of granulomatous diseases, may present itself with a cluster 
of granulomas in the lungs, as well as in other organs. Clearly 
de<ned nodules in organ’s tissue can mimic disseminated ma-
lignancy.10,11 Apart from nodular form of sarcoidosis, there are 
other granulomatous diseases that may lead to multiple nodules 
in the lungs, giving the impression of lung metastases, such as 
histoplasmosis and pulmonary hyalinizing granuloma12,13. 
Adding to the confusion, a number of other diseases can pro-
duce multiple pulmonary nodules, including pneumoconiosis, 
infectious (such as disseminated tuberculosis, invasive asper-
gillosis, chickenpox and measles), noninfectious in>ammatory 
diseases (rheumatoid nodules, Wegener’s granulomatosis), 
arteriovenous malformations, amyloid and infarcts11. 
&ese conditions should therefore also spring to mind when 
considering the right diagnosis.
&ЉЈϽІЏЍЃЉЈ
Although the majority of sarcoidosis cases have a typical radio-
graphic presentation involving hilar and mediastinal lymphade-
nopathy, with or without interstitial lesions in perilymphatic 
distribution, a small number of cases can be presented with 
distinct large parenchymal nodules, measuring from 1-7 cm 
in diameter, thus mimicking metastatic disease. It is therefore 
advisable to bear that in mind and include nodular form of 
pulmonary sarcoidosis as well as other possible benign condi-
tions in di%erential diagnosis every time one sees large number 




Figure 2. CT scan of the thorax in axial 
plane at the level of hili shows bihilar 
limphadenopathy (white arrows) and distinct 
lung nodule measuring 1,2 cm in diameter 
(black arrow).
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